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Abstract: Over the past 40 years, intimate partner violence (IPV) has evolved from an emerging social problem to a 
socially unacceptable crime. IPV is also a major public health issue, with serious social, economic and health 
consequences. Although men do experience intimate partner violence, it is considerably more prevalent among women. 
Despite the high prevalence of intimate partner violence in the Emergency Department (ED) and the serious associated 
health consequences, screening and detection of victims remain low in the ED. According to the literature, victims of 
IPV are mainly women and children. The prevalence of experiencing physical violence at least once during lifespan in 
Austria is more than 50% for both, men and women. According to the literature, 10% of abused women surveyed were 
pregnant at the time of abuse, and up to 5% had miscarried because of abuse. Pregnant teenagers are at especially high 
risk for abuse, with injury rates as high as 27% reported from parental as well as partner abuse. Marginalized populations 
such as women who are foreign born are also more likely to experience IPV than those born in the US. An estimated $5.8 
billion is spent annually as a result of medical and mental health costs and loss of productivity associated with IPV. 
Therefore we conducted the present review article, to sharpen the orthopaedic trauma surgeon’s mind for IPV and 
associated problems. The aim of the article is to handle the five main questions related to IPV: (1) definition and forms of 
IPV, (2) detect possible IPV cases in your clinics, (3) factors influencing cases of IPV, (4) diagnosis in IPV cases, (5) 


prevention and outlook for IPV. 
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INTRODUCTION 

Over the past 40 years, intimate partner 
violence (IPV) has evolved from an emerging social 
problem to a socially unacceptable crime [1]. IPV is 
also a major public health issue, with serious social, 
economic and health consequences [2]. It is defined as 
any act of sex-based violence that results in physical, 
sexual, or psychological harm or suffering between 
partners. Although men do experience intimate partner 
violence, it is considerably more prevalent among 
women [2-6]. 


IPV is common in the UK and USA, and 
around 30% of women and 16% of men have 
experienced some form of domestic abuse since the age 
of 16 years [7]. In the U.S. approximately 1.5 million 
women and 834.000 men are physically or sexually 
assaulted by an intimate partner [6]. Women are 60% 
more likely to be murdered and more than twice as 
likely to be injured by an intimate partner compared 
with men [4, 6]. It is also a fact that in the US, IPV 
against women disproportionately affects ethnic 
minorities [8]. 


Overall, upwards of 35% of all ER visits by 
women are the result of domestic violence, whether due 
to acute injury, problems during pregnancy, or stress- 
related complaints [9]. Warren-Gash et al., reported that 
the proportion ever-experiencing domestic violence 
increased with age from 5.8% across all clinics in those 
aged 16-24 years to 9.2% in those aged over 65 years. 
Overall, women were 2.5 times more likely to report 
IPV than men (9.5% compared with 3.8%) [7]. 
Unfortunately, IPV is infrequently disclosed voluntarily 
by the patient, and often overlooked by the treating 
physician [9]. 


The acute and long-term physical and mental 
health consequences of IPV are profound [6, 10-14]. 
Many victims seek health care either at acute injury or 
as a result of chronic health problems related to the 
abuse [6]. Among the health care settings, the highest 
prevalence rates of IPV are in the emergency 
departments (EDs) [6, 15]. The incidence of acute IPV 
ranges from 2% to 14%, and cumulative lifetime 
prevalence of IPV has been reported as high as 54% in 
the ED setting [6, 16-20]. Despite the high prevalence 
of IPV in the ED and the serious associated health 
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consequences, screening and detection of victims 
remain low in the ED [6]. 


Therefore we conducted the present review 
article, to sharpen the orthopaedic trauma surgeon’s 
mind for IPV and associated problems. The aim of the 
article is to handle the five main questions related to 
IPV: (1) definition and forms of IPV, (2) detect possible 
IPV cases in your clinics, (3) factors influencing cases 
of IPV, (4) diagnosis in IPV cases, (5) prevention and 
outlook for IPV. 


DEFINITION AND FORMS OF IPV 

Intimate partner violence (IPV) is defined by 
the World Health Organization as, “any behaviour 
within an intimate relationship that causes physical, 
psychological or sexual harm to those in_ that 
relationship” [2, 14]. According to the United Nations, 
IPV is defined as any act of sex-based violence that 
results in physical, sexual, or psychological harm or 
suffering between current spouses, current nonmarital 
spouses, former marital partners, and former nonmarital 
partners [6]. 


In the current literature synonymous terms are 
used for IPV. Those include intimate partner abuse, 
domestic violence, intrafamiliar violence and battered 
woman [2, 7, 21-25]. In the psychological scientific 
literature many publications are dealing with the 
different forms or appearances of IPV [26-29]. In our 
review article we want to focus on the physical or 
sexual forms of IPV, because they are more relevant for 
the orthopaedic trauma surgeon. 


DETECT POSSIBLE IPV CASES 

The medical team in the ER has a key role in 
treating the injuries by IPV [14, 26]. Hellbernd et al. 
found out that most victims would prefer that the health 
professionals address causes for their injuries [1]. There 
is body of evidence that battered women expect their 
treating physician to initiate a dialogue about abuse, and 
will respond if approached in an empathetic and non- 
judgemental fashion [9, 30, 31]. Research supports use 
of sensitive inquiry about IPV when conditions or 
situations that can be associated with IPV are present 
[2]. As reported by Warren-Gash ef al., the screening 
tool comprised an initial standardised question: “Have 
you ever been emotionally or physically hurt by your 
partner, ex-partner or family member?” [7]. 


This is in contrast to other findings, proposing 
that victims of domestic violence will often try to hide 
the cause of their injuries [9]. Reasons are various and 
including ashamed of the situation or feel responsible 
for being victimized, or feeling fear for their safety or 
the safety of their children, or protecting the abuser due 
to his status in the community or economic dependency 
[9]. Other factors include distrust of the medical system, 
or alienation from health care providers of different 
ethnic and socioeconomic backgrounds [9, 32]. A high 


index of suspicion is needed to recognize IPV in the 
ER, as it is often not apparent on initial evaluation [9]. 
Only 25% to 50% of women presenting to an ER after 
IPV present with an acute injury [9]. 


According to a study published in JAMA, IPV 
victims are more likely to seek help from health care 
professionals than from representatives of organized 
religion or law enforcement agencies [9, 33]. 
Additionally, ERs offer a 24/7 service and relative 
anonymity compared with standard health care 
providers [9, 34, 35]. 


As with any trauma patient, the entire body 
needs to be examined, looking for hidden injuries under 
clothes, makeup, jewelry, or wigs [9]. Injuries range 
from cuts, bruises, and black eyes to miscarriage, bony 
injuries, splenic and liver trauma, partial loss of hearing 
or vision, and scars from burn or knife wounds [9, 36]. 


Noncompliance with medical treatment is 
common, and is often a result of the pattern of control 
by the batterer [9]. The abusive partner isolates the 
women from outside contacts including friends, family, 
and medical care, and limits her access to health care 
providers [9, 37, 38]. When a women is seen in the ER, 
she is often accompanied by her partner, who will 
attempt to remain with her during the entire interview 
and examination. He frequently answers for her, and 
she may appear frightened, embaressed, or evasive. 
These are further warning signs of domestic violence 
for the clinican [9]. 


Despite the high prevalence of intimate partner 
violence in the ED and the serious associated health 
consequences, screening and detection of victims 
remain low in the ED [6, 39]. The most cited reasons 
cited by ED staff and other health professionals about 
barriers to routine screening include time pressures, 
lack of provider education about IPV, and fear of 
offending patients [6, 40-43]. 


Trautman ef al., stated in a published paper, 
that a computer-based approach led to significantly 
higher IPV screening and detection rates compared to 
usual care [6]. Receipt of IPV services was also higher 
than usual care but was not optimal [6]. However, even 
with the assistance of a computer-based method to 
improve screening and detection of IPV, addressing the 
problem remains a significant challenge [6]. In a study 
by Rhodes et al. that included computer-based 
screening and detection of IPV, only 48% of the time 
did ED providers discuss IPV issues with patients who 
had disclosed an IPV risk through the computer [6, 44]. 


Healthcare clinicans are often the first and only 
point of contact for women experiencing IPV [2, 45]. 
However clinicans often do not inquire about IPV and 
women are often reluctant to disclose without this direct 
inquiry [2, 45, 46]. Research has found that only 12- 
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20% of women report being asked by their doctor about 
IPV, with barriers to inquiry including clinican 
uncertainty about how to ask, lack of knowledge and 
training about IPV, and insufficient time [2, 45-47]. 
Barriers to disclosure by women include both internal 
factors (shame, normalization and minimization) and 
external factors (perception that others cannot help, 
judgmental attitudes, previous negative responses from 
health professionals) [2]. Additionaly, women are not 
always at a point where they feel comfortable to 
disclose [2, 48, 49]. Given the high impact of IPV on 
women’s health, it is imperative that healthcare 
clinicans are equipped to identify and respond 
appropriately to IPV as part of their everyday clinical 
practice [2]. 


There has been some speculation and debate 
over whether this identification should take the form of 
universal screening (given all patients a standardized set 
of questions), or more targeted identification strategies 
[2, 50-52]. Those in favour of universal screening for 
IPV have argued that this may allow identification in 
situations where the physician might not otherwise 
inquire or the women not otherwise disclose, especially 
where the physician lacks accurate knowledge about 
IPV [2]. Those not in favour of universal screening 
argue that more targeted identification strategies 
encourage greater thought and flexibility from the 
clinican, are less burdensome on the healthcare system 
and avoid identification becoming a mere box-checking 
exercise [2]. The current WHO consensus is that more 
targeted forms of identification should be used instead 
of universal screening, given that there is insufficient 
evidence to justify IPV screening of all women 
attending healthcare services [2]. However, a low 
threshold for asking about IPV is recommended, even 
where no other signs of IPV are evident, or the women 
appears to be fine [2]. 


A recent systematic review identified 11 trials 
(including 13.027 patients in total) assessing the effect 
of universal, routine IPV screening of women in 
healthcare settings, without subsequent intervention 
beyond information giving, safety planning or referral 
that was offered to women immediately following 
identification [2,50]. The review found, that screening 
increased the identification of women who had 
experienced IPV, although identification was still low 
compared with estimated prevalence rates (six studies) 
[2, 6, 44, 53-55]. However, no statistical significant 
results were found for increased referrals to IPV support 
services or reduction in IPV [2, 6, 18, 54, 56]. It is 
important to know, that this review excluded studies 
where screening was followed by an_ intensive 
intervention [2]. 


When detecting possible IPV cases, a strong 
limiting factor in current research related to outcome 
measurements for evaluating IPV programs within 
clinical settings has to mentioned and discussed in 


detail [57]. Results of multiple studies associated with 
this issue are inconclusive and frequently conflicting, 
resulting in clinical uncertainty and controversy, 
regarding the merits of IPV identification and assistance 
programs [57]. For identification studies, the most 
commonly used outcome categories were IPV 
disclosure (66.7%) and resource use (66.7%) [57]. The 
most commonly used outcome categories for the IPV 
assistance studies include IPV recurrence and severity 
(64.3%) and health outcomes (50%) [57]. Those facts 
should high lighten the urgent need for challenges of 
conducting research in the field of IPV detection and 
the complexity of selecting, measuring, and interpreting 
outcomes [57]. 


FACTORS INFLUENCING CASES OF IPV 

According to the literature, 10% of abused 
women surveyed were pregnant at the time of abuse, 
and up to 5% had miscarried because of abuse. Pregnant 
teenagers are at especially high risk for abuse, with 
injury rates as high as 27% reported from parental as 
well as partner abuse [9, 38, 58-60]. Estimates of abuse 
during pregnancy vary and reported rates range from 
0.9% to 37%, depending on population and inclusion 
criteria, with more current studies ranging from 4% to 
8%, with rates increasing to 12% after delivery [38, 58, 
61-64]. 


According to the literature, victims of IPV are 
mainly women and children [26]. The prevalence of 
experiencing physical violence at least once during 
lifespan in Austria is more than 50% for both, men and 
women [26, 65]. Every third woman and 10% of men 
have suffered from sexual abuse, and even 90% of 
women and 80% of men _ have’ experienced 
psychological violence [26, 65]. Violent behaviour is 
often accompanied by alcohol intake, which has 
meanwhile becoming a concerning public health issue 
[26, 66]. According to Hoskins et al., at least 14% of all 
patients admitted to ER in the UK are treated due to 
injuries attributed to alcohol intake [26, 67, 68]. Also 
IPV is often accompanied by alcohol intake, whereas 
this is not the only reason [26, 69]. 


Interesting findings in this direction have been 
reported by a study group around Sanz-Barbero from 
Spain. In Spain, in 2013, 20% of women who were 
murdered by their partner had reported him previously 
for IPV [70]. They also found out that 72.8% of women 
exposed to IPV did not report their aggressor. The most 
frequent reason for not reporting were not giving 
importance to the situation (33.9%), and fear and lack 
of trust in the reporting process (21.3%) [70]. The main 
reason for withdrawing the complaint were associated 
of the violence (20.0%), and fear and threats (18.2%) 
[70]. The probability of reporting increased among 
women with young children who were abused, 
prevalence ratio 2.14 (95%CI: 1.54-2.98), and those 
whose mother was abused, prevalence ration 2.25 
(95%CI: 1.42-3.57) [70]. The author concluded in an 
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urgent need to promote legal resources, especially 
among women who use them less: women who do not 
have children and who do not have previous family 
exposure [70]. 


A study in walk-in-clinics in Germany showed 
that more than half of all women seeking help have 
experienced __ violence (physical, sexual, or 
psychological) [26, 27]. In 71% of those cases, violent 
behaviour occurred at their own homes [26, 27]. 


Battered women are also at increased risk for 
substances abuse [9, 71]. In particular, the high rates of 
drug, alcohol, and cigarettes used by abused pregnant 
teenagers result in obstetrical complications and poor 
birth outcomes in a group already at increased risk for 
problem pregnancies [9, 60, 72]. 


Also the possible influence of obesity in 
victims of IPV should be discussed. A study by Davies 
et al. surveyed 1.179 women regarding demographics, 
obesity and IPV exposure using humiliated-afraid-rape- 
kick (HARK), an IPV screening tool [73]. In 
unadjusted analyses, obesity was more prevalent among 
women exposed to physical IPV (30%) and nonphysical 
IPV (27%), compared to women without IPV (20%) 
(p=0.002) [73]. In multivariable models, women 
reporting physical IPV had 1.67 times greater odds of 
obesity (95% CI:1.20-2.33) and women reporting 
nonphysical IPV had 1.46 times greater odds of obesity 
(95% CI:1.01-2.10), compared to women reporting no 
exposure [73]. This study extends prior data by 
showing, not only an association between physical IPV 
and obesity, but also an association between obesity and 
nonphysical IPV [73]. 


Another minority group within the IPV 
collective often neglected are deaf women [74]. 
Approximately 25% of hearing women in the US 
experience rape in their life-time, whereas deaf women 
have been found to experience increased rates of assault 
consistent with other marginalized populations [74]. 
Results revealed that more than two-thirds of the 
participants (69%) endorsed experiencing at least one 
assault and more than half (56%) experienced multiple 
types of assault [74]. Most assaults were committed by 
man known to the survivor [74]. Special attention 
should therefore be focused on deaf women and their 
injuries in the ER. 


Another aspect influencing IPV cases is the 
household income. A study by Fanslow et al. conducted 
in New Zealand found out, that increased household 
income and both the respondent and her partner being 
employed, were associated with reduced likelihood that 
women would experience current as opposed to prior 
IPV [75]. This is also confirmed by a study from Iran, 
showing that women with lower education and living in 
low income households reported more intimate partner 


violence during pregnancy than well educated and 
affluent women [76]. 


Racial composition and marital status in IPV 
are other interesting aspects, seldom discussed due to its 
ambivalent affection [22, 63, 77, 78]. Disparities in 
perinatal problems evident in high risk populations may 
be partially attributed to IPV, which disproportionately 
impacts women who are young, poor, less educated and 
racial/ethic minorities [63]. This is in contrary to Sugg 
et al. stating no differences in women’s race when it 
comes to IPV [77]. Despite the fact that racial and 
ethnic differences underlying the association between 
IPV and unintended pregnancy are inconsistent, Masho 
et al. could detect in a study with 108.220 women 
significant and ethnic differences in the association 
between IPV and _ unintended pregnancy [78]. 
Additionally, the association differed by marital status 
[78]. 


According to the 2010 National Intimate 
Partner and Sexual Violence Survey, non-Hispanic 
Black and NativAmerican/Alaska Native women 
reported higher prevalence rates of lifetime IPV (43.7% 
and 46% respectively) compared to non-Hispanic White 
women (34.6%); the rate for Hispanic women was 
slightly higher (37.1%) [8, 79]. These disproportionate 
rates have also been consistently documented in 
multiple US studies [8, 80-82]. This goes also hand in 
hand with the influence of migration. Marginalized 
populations such as women who are foreign born, are 
also more likely to experience IPV than those born in 
the U.S. [8]. Physically abused Latinas residing in the 
US but born in Mexico, Central America, South 
America, and the Caribbean are more likely to 
experience sexual IPV compared to their counterparts 
born in the US [8, 82, 83]. Moreover, 48% of Latinas in 
another study reported that their partners’ violence had 
increased after they immigrated to the U.S. [8, 84, 85]. 
Asian immigrant women also experienced high rates of 
IPV, with community-based studies based on non- 
representative samples documenting rates between 24% 
and 60% [8, 86-88]. 


In a study investigation IPV in a total of 804 
Thai women residing in Sweden, 22.1% reported 
lifetime exposure to IPV and 9.2% had been exposed to 
IPV since they moved to Sweden. It should be noted 
that IPV by a current partner was rather low (6.7%) 
compared to previous experiences of abuse (20.5%), 
and most of the women in this sample had ever been 
exposed to abuse, but showed poor mental health [89]. 


Many immigrant women experienced IPV in 
the context of language difficulties, confusion over their 
legal rights, and overall stress of adaption to new 
cultural and social structures [8,90]. Immigrant women 
are especially vulnerable because of poverty, social 
isolation, disparities in economic and social resources 
and immigration status [8, 90]. 
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Pregnant, disabled and ethnic minority women 
are the groups most often mentioned in relation to IPV 
[25]. Teng et al. stated, that social integration is a key 
risk factor, and social services aimed to reduce IPV and 
integrate migrants in their new communities [91]. This 
is also in line with a finding by O°Connoer et al. 
publishing that the exacerbation of domestic violence 
by migration is a salient social determinant proof of 
mental health [92]. 


Other factors that might influence the 
occurrence of IPV in women are faith-based 
communities with unique characteristics [93] and 
perceptions of their abusive marital relationship [23]. 
Sheltered women reported a desire to be more dominant 
and less submissive in the relationship with their 
abusive spouse, despite being less dominant than they 
wished in practice [23]. Also IPV in the elderly is a 
complex phenomenon often neglected and overseen 
[94, 95]. 


DIAGNOSIS IN IPV CASES 

A published study by Burkert et al. in 2013, 
investigated violence in an urban ER in a Austrian 
population over a period of 3 months, including both 
sexes [26]. A total of 15% of all victims reported IPV 
(75% women) and others (90% men) reported brawl as 
the reason for visiting an ER [26]. Overall, 80% of the 
victims were younger than 40 years [26]. In case of 
domestic violence, two-third (only women) reported 
that they were hurt by their intimate partner [26]. A 
total of 50% were treated for head wounds and 35% had 
injuries of their extremities [26]. One-third of the 
patients were alcoholised [26]. In case of IPV, about 
one-third suffered from injuries of their extremities, 
often the consequences of defense, but only one-fifth of 
the victims of brawl had these kinds of injuries [26]. 
Injuries to the breast, chest, and abdomen are more 
common in battered women, as are the presence of 
multiple old and current injuries [9, 96, 97]. Defensive 
injuries are common, like fractures, dislocations, and 
contusions of the wrist and lower arms as results to 
defend attempts to the chest or face [9]. Injuries 
inconsistent with the patient’s explanation of the 
mechanism of injury should also raise suspicion of 
abuse [9]. Also a _ higher risk for human 
immunodeficiency virus (HIV) in female victims of 
IPV is stated in the literature [9, 98, 99]. 


Battering can begin or escalate during 
pregnancy and common sites of abuse include gravid 
abdomen, breasts, and genital areas [9, 37, 38, 60, 71]. 
Therefore IPV must be considered in all pregnant 
women presenting with traumatic injuries [9, 58]. Also 
the occurrence of human bite wounds, especially at 
genitals, can be likely overlooked [100, 101]. The 
transmission of HIV or hepatitis B or C is discussed 
controversial in the current literature [100, 101]. 


In contrast to the reported data is a study by 
Hackenberg ef al. [95]. Contrary to previous studies, 
17% of his cohort were male, while 17% of patients 
were 65 years or older [95]. 40% of male victims 
presented with a New Injury Severity Score (NISS) 
over 15, indicating severe trauma [95]. 


A study from China (n=372, 3 years inclusion 
period, 54 male, 318 female) revealed the following 
findings [102]. Male victims were more likely to have 
abrasions/scrapes (66.7%), human bites (20.4%), and 
laceration/cutting (18.5%) than female victims (31.4%, 
1.3%, 6.9%; p<0.001, p<0.01, p<0.001, respectively) 
[102]. 


PREVENTION AND OUTLOOK FOR IPV 

An estimated $5.8 billion is spent annually as a 
result of medical and mental health costs and loss of 
productivity associated with IPV [8]. Considering total 
annual health care costs for physically abused women, 
the highest costs were for on going abuse (42 % higher 
compared with non abused women), followed by recent 
(24 % higher compared with non abused women) and 
remote abuse (19% higher) [103]. Women with 
nonphysical abuse only had annual costs that were 33% 
higher than non abused women [103]. A study by Chan 
et al. investigated the readmission rate of victims of IPV 
(n=10.839), child abuse and neglect (CAN) (n=3.491), 
and elder abuse (EA) (n=1.467) after initial ER visit 
[104]. Rates of readmission were 12.9% for IPV, 12.8% 
for CAN, and 8.9% EA [104]. Those data showed that 
better screening would improve identification, and as a 
consequence might reduce the readmission rates and the 
associated costs [104]. 


Despite that huge amount, the removal of 
financial constraints suffered by abused women, in 
support or their training needs, as well as reduced 
barriers to preventive health care services, may 
potentially lead to fiscal resource savings in the long 
run [105]. 


When it comes to battered women shelters, 
improvements in the directions of individual needs and 
reducing personal barriers should be performed [21, 
106]. 


It also should be mentioned, that women after 
separating from an abusive partner are more likely to be 
victims of workplace bullying [107]. This is in line with 
other findings, stating that workplace bullying was 
associated with child sexual abuse, adult sexual assault, 
and on going partner abuse [107]. This has to be seen 
with special interest due to the fact, that those women 
are mostly from ethnic minorities with low income and 
therefore a worse start position for a job, compared to 
others. 


Subsequent responses recommended include 
validation, affirmation and support, safety assessment 
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and planning (both for the woman and any child), 
counselling and referral to IPV specialist services. 
Better training is needed for clinicans in this area [2]. 
Future research is needed to compare identification 
methods, and further assess psychological, advcocacy 
and safety planning interventions, primary prevention 
and perpetrator intervention [2]. 


CONCLUSIONS 

Intimate partner violence (IPV) is a common 
problem mostly associated with women, but seldom 
occurs with men. Forms of IPV can be various but can 
be subdivided best in two main groups: physical and 
sexual forms, and psychological forms. 


Detection of IPV is the main challenge, 
because a success on this battlefield leads to a direct 
improvement in treatment and prevention of IPV, and 
therefore not only affects women who are already 
victims of partner abuse, but also protect women in the 
future. The question, whether a general screening or a 
point balance inquiry, performed by a questionair, a 
computer or a human subject might be superior, cannot 
be answered in general. The only recommendation in 
this direction should be, to be more suspicious in 
women admitted to the ER, especially if they are 
associated with various risk factors for IPV as 
mentioned in this review. 


Factors that are influencing the occurrence of 
IPV are various, but the physician in charge should be 
alerted if one of the following facts appear to apply to a 
patient: Ethnic minorities, low income household, 
pregnant, miscarriage in the personal history, 
conspicuous alcohol or drug intake, violence in their 
direct surrounding, obese or deaf, problems with local 
language, unemployed, and mentally or physically 
handicapped. 


Diagnosis in IPV victims can show a wide 
range of variety. Mostly they present as wounds to the 
head or the extremities, and sometimes as a blunt 
trauma to the abdomen. Also in this aspect suspicion 
should be raised if the presented injuries do not fit to 
the patients story of origin, often associated with 
multiple changes within a short time. 


Prevention is the main goal to improve the life 
of possible future victims of IPV, and for those who 
were already a victim, state of the art treatment and 
assistance should be available, with no personal or 
cultural boundaries or inhibition thresholds. 


IPV is a rising problem for our society, not 
only because of a strong association with rising 
healthcare costs, but more to the fact that it represents a 
moral obligation of society and healthcare providers to 
help underprivileged victims. 
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